Necrotising enterocolitis increased significantly (AOR 1.14. 95% CI 1.02-1.27). Significant decreases in late-onset infection in all 3 gestation groups were seen. Admission temperature improved across epochs especially for <25 weeks infants (mean 35.0, 35.3 and 35.8 C). Admission temperature and completed antenatal steroid exposure were significantly associated lower adjusted odds of mortality and CAO. However, outborns increased significantly (10.1%, 12.5% and12.5%) over time.
Hospital, Sydney Australia
Background: Congenital pulmonary airway malformation of the lung (CPAM) has a varied antenatal course, however most lesions regress or remain stable. The CPAM Volume Ratio (CVR) [1] helps when counselling patients regarding the likelihood of regression, development of hydrops and, by association, of foetal demise. The presence of early onset fetal hydrops has been associated with a poor prognosis [2] .
Methods: Case report of an antenatally diagnosed, large CPAM associated with non-immune hydrops and elevated CVR (2.93). The pregnancy was managed expectantly in keeping with parental wishes.
Results: The initial diagnosis of a large CPAM with polyhydramnios and ascites was made at morphology ultrasound. From 30 weeks gestation, resolution of the ascites and polyhydramnios occurred, whilst the mediastinal shift and diaphragmatic eversion reduced. A live female infant was delivered following induction at 40 weeks. Following a very difficult neonatal stabilisation and pulmonary embolization the lesion was surgically removed with a bilobectomy. The baby was extubated to CPAP after one week and was discharged with no respiratory support.
Conclusions: The association of a large CPAM with ascites, elevated CVR, diaphragmatic eversion and mediastinal shift indicates a poor postnatal prognosis. We present the ultrasonographic findings that demonstrate natural resolution of these features, as well as the clinical course of a child that many would have expected to not survive into neonatal life let alone discharge home early in the neonatal period.
[ We aimed to identify babies born at 35-36 weeks gestation receiving 'transitional care' who could potentially be looked after on postnatal wards. The proposed transitional care criteria used included babies born at >35 weeks gestation, birth weight > 2000 g, requiring intermittent observation, receiving single light phototherapy or intravenous antibiotics (if stable).
The study sought to inform at what gestational age we should consider admission of LPB to the SCN as opposed to the ward in our own and similar health services.
Method: A retrospective analysis of discharge paperwork of LPB born at 35-36 weeks gestation admitted to the SCN over 18 months was completed.
Results: Of the 164 late preterm babies identified only 7.8% of babies studied met transitional care criteria. Of these 4.8% received no intervention, 2.4% received phototherapy alone and 0.6% received intravenous antibiotics.
Conclusion: Less than 1 in 10 late preterm babies were identified that received 'transitional care' according to the proposed criteria. Based on these criteria only a relatively small number of late preterm babies would be eligible for ward-based transitional care. Method: Prospective study of 347 nulliparae with uncomplicated pregnancies. Ultrasounds performed at 28 and 36 weeks included estimated fetal weight (EFW) and cerebroplacental ratio (CPR). Customised birthweight centile was calculated and fetuses born at <10th centile were excluded. Measures of placental insufficiency were 36w CPR < 5 th centile (cerebral redistribution), umbilical artery pH < 7.15 at birth (intrapartum acidemia), and low neonatal body fat percentage (BF%). We analysed the relationships between the change in EFW centile and abdominal
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